The word 'diagnosis' in the context of this paper means either the name of a condition, or the process of deciding upon that name. By 'a diagnosis', I mean the class to which a patient is assigned, and 'standardization of diagnosis' then means standardization, or prior mutual agreement, of the criteria by which that class is defined, that is, what features are necessary to reach a decision. When 'diagnosis' means the process of making a decision about which class the patient will be allocated to, a variety of procedures are involved and 'standardization of diagnosis' in this instance would mean standardization of the procedures by which the information or criteria were collected, for example, by posing a fixed set of questions to all patients by the same person in the same way. It might possibly also apply to how the information is processed. I shall mainly consider what criteria are necessary for allocating a patient to a particular class, confining my remarks to situations where the goal of diagnostic category is already agreed in principle, and they will not always be appropriate to a discussion about how to devise a classification. I shall assume, for example, that the diagnoses 'benign peptic stricture' and 'malignant stricture of the cesophagus' are acceptable, and will consider what sort of information would be necessary to make the diagnosis.
There are two distinct approaches to making a diagnosis. First, when the doctor goes to the patient, in an epidemiological study for example, he may wish to know whether a particular disease is present or absent in that particular person. He wants the quickest and cheapest effective method of doing this and is not interested in anything else. He knows what he wants to know and he goes out to get it. A good example is the use of mass miniature radiography to detect pulmonary tuberculosis. The contrasting approach is when the patient goes to the doctor, who then has to find out what is wrong. How much information, and in particular, what items of information, does the doctor need in order to make a diagnosis.
Must he seek and record every detail? I suggest that we should distinguish between information that is necessary to make a diagnosis, and information which has some other value such as the detailed study of a disease. It is sensible to record both if you need both, but, if the requirement is for a diagnosis and a decision about what action to take, only one of these types of informa-tion need be sought. We must be clear what we want to know and go out to get it.
When the doctor listens to a patient's complaints he receives statements which are indicative that something is wrong and occasionally, but not usually, are enough on which to base a diagnosis. The patient might, for example, complain of a pain in the chest. Sometimes the statements are descriptive. Usually the doctor has to ask for a description and might be told, for example, that the pain is in the middle of the chest.
A third category of statements has particular importance because they are discriminative, that is they distinguish one process from another. If the patient says that he gets a pain a few seconds after swallowing solid food, this information is discriminative, because it tells us that he has a stricture of the oesophagus. If he says that he gets a pain whenever he exerts himself and that it ceases within a minute or two of resting, that would be discriminative information, and so would a statement that the pain only occurs when he bends over or lies down on his right side. The diagnosis is virtually contained in each of these statements and the information is therefore highly relevant to the making of the diagnosis. Information about the position and character of the pain is of little value in distinguishing causes; it may be interesting, but is irrelevant to the diagnostic process. Loss of weight, for example, is not particularly helpful in the diagnosis of dysphagia. Almost all causes of dysphagia are likely to lead to reduction in calorie intake, and many patients riddled with carcinoma of the stomach or cesophagus may not have lost any appetite or weight; yet weight loss, when it occurs, is perhaps the commonest item of information recorded in the case history. We are taught to enquire about it, so we do, but at best it is an indicator.
Discriminative statements by the patients may provide all the evidence necessary for reaching a diagnosis, but other information may be necessary. The same classification of the three types of information applies also to the results of radiological examination, biochemical tests, endoscopy, biopsy or exploratory surgery; the information is either indicative, descriptive or discriminative. Only the discriminative is necessary in order to make the diagnosis, and if economy of effort, avoidance of discomfort to the patient and reduction of cost to the community are to be achieved, then only discriminative information should be sought in a diagnostic process.
It is necessary to collect all the indicative information when the patient's history is taken so that all his complaints are known. It may be argued that there is no clear dividing line between indicative, descriptive and discriminative infor-Section ofEpidemiology & Preventive Medicine 677 mation in the history or the physical examination. The principle at issue is whether we collect every bit of information on symptoms and signs and carry out every conceivable test, or whether we choose our information and tests on a logical basis. There are a number of reasons for concentrating on the discriminative rather than the descriptive or indicative information. Firstly, it is intellectually more satisfactory to know what you are doing and to know what you need to know. Secondly, it is quicker and cheaper in general to concentrate on the reasonable minimum of discriminators. The mere existence of 25 tests which will give an abnormal result in a particular disease is not a reason for doing them all, particularly if, say, 5 tests will each give a definitive answer, and the other 20 give an answer that is common to many conditions. It is indeed arguable whether in such an instance more than 2 discriminative tests should be done. This is where standardization of diagnosis becomes possible, if we can agree on what is the most useful discriminative information. The choice of test will depend on a number of factors such as the reliability of the method of investigation, the reliability of the observer, the cost to the community and the risk or distress to the patient, balanced by the cost to the patient and the community of not doing the test. Bigger and better equipment or more sophisticated tests are not necessarily better for the community and as regards dysphagia, for example, the patient's sensations are often a better guide to the diagnosis than the most elaborate X-ray equipment and the most modem endoscopy instruments.
Most diagnostic processes in clinical medicine are sequential and the most effective way of proceeding is likely to be along a sequential pathway, asking the question 'What is the next best thing to do ?', which is another way of saying 'What will discriminate best between the possibilities before me ?'. Each step asks a question which must be answered by 'Yes' or 'No', and so narrows the field. Dysphagia can be analysed in this way. Pharyngeal causes of dysphagia are either obstruction, when liquids may pass but solids will not; or neural or muscular, when there is inadequate power to propel the bolus into the oesophagus, or failure adequately to close the nose or the larynx from the pharynx causing nasal regurgitation or coughing. Pharyngeal pouch also has discriminative features. CEsophageal causes of dysphagia can be grouped into (1) those involving a stricture, that is, a tube which is open and allows fluid to flow normally so that drinking is normal, but is narrowed by a resistance to stretch which will not allow solid of above a certain size or viscosity to pass, so that the characteristic bolus obstruction syndrome occurs;
(2) those involving closure of the tube by an elastic or muscular process which prevents the flow of fluid as well as solid until sufficient pressure is developed to force food and drink through, as for example in achalasia, so that there is difficulty in drinking as well as eating; and (3) those involving closure of the tube by a rigid process so that solids cannot be forced through and liquid passes very slowly, as happens in the later stages of carcinoma, so that eating is impossible and drinking nearly so. Benign and malignant stricture can be distinguished by the rate of development and pattern of the symptoms. Each step in the diagnostic process asks whether a certain pattern of symptoms is present or absent, each question seeks discriminative information, and other information is irrelevant or unnecessary. Details of the method have been published elsewhere (Edwards 1969 (Edwards , 1970 (Edwards , 1971 .
The proliferation of tests and procedures and the steady increase in knowledge means that our minds are beginning to be over-burdened and it is time we decided what is necessary to make a diagnosis or determine a course of action, and what is interesting as part of the picture but unhelpful. If we are agreed on what is necessary, we may call the process of agreement 'standardization'. Dr FM Hull' (Wellesbourne, Warwickshire)
Diagnostic Pathways in General Practice
The standardization of diagnosis is particularly difficult in general practice. In a hospital specialty the doctor has had his patients screened so that most of them are in his particular field of study, are ill and so require equal attention. The patients confronting a general practitioner present in large numbers and occupy all parts of the spectrum of disease from normality to gross pathology, with most of them lying in the difficult indeterminate middle band. The doctor is commonly consulted 10,000-15,000 times per year and in addition he is burdened with considerable travelling and administrative work (Williams 1970) . Although he is now assisted by "Requests for reprints may be sent to:
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